ligament being drawn through the peritoneum at the internal ring so that no abnormal slit was left as in the original Gilliam. This method required rather deeper anEesthesia if the muscles were well developed, but presented no special difficulty. There had been one fatality in a case complicated by chronic appendicitis. Death took place suddenly on the fourteenth day, and was possibly due to an embolus. About 93 per cent. of the cases had been followed up, and were very satisfactory. A considerable number had since borne children with no special difficulty and with no relapse. In this series definite symptoms had been present. Among the cases were several instances of retroversion associated with attacks of reflex vomiting where the operation had given complete relief.
Dr. HANDFIELD-JONES did not think that " hysteropexy " was a very desirable name, and thought that the term "ventrifixation " was sufficiently descriptive. Most authorities were in agreement that the ordinary operation by which the anterior wall of the uterus was sutured to the abdominal wall above the bladder was the best surgical procedure. It had the great advantage of leaving the upper part of the uterus free in the event of future conception. The point most prominently brought out by the papers read was the great difference of opinion held by various gynecological surgeons regarding the frequency with which the operation should be performed. He did not consider that cases in which the ovaries and pubes were removed for disease, and then the uterus was stitched forward, should be considered cases of ventrifixation, for in the vast majority of these cases there was no need to suture the uterus forwards after the appendages had been removed. Also, he did not think that cases where the symptoms were due to chronic congestion, subinvolution, or disease of the endometrium should be treated by forward fixation. In these cases, curettage, the use of pessaries, and other palliative measures, were quite able to bring about a satisfactory result. Personally, he had only done the operation about thirty times in his last thousand cases of abdominal section, and he held strongly that the suitable cases needed to be selected with great care. He had found the operation most useful in middle-aged women, who found relief from the wearing of a pessary, but after a reasonable time were unable to dispense with this support. Again, in cases where the pelvic floor was abnormally weak, and where narrowing of the vagina, and repairing of the perineum were not sufficient to prevent the sensations of dragging and prolapse. There were also a few cases in which prolapse of ovaries, not coarsely diseased, was relieved by forward fixation of the uterus. Everyone was agreed that the mortality from the operation was very small, and that it did not interfere with future pregnancies. He had seen much distress caused in some cases by the uterus being fixed at too high a level, and in three cases had given the patients immediate relief by re-opening the abdomen and setting the organ free. In all cases it was well to employ a week or ten days in preparing the patient for the operation by rest in bed, hot douches, and glycerine tampons in the vagina. If this precaution was taken the patient was much less likely to be troubled by protracted aching and dragging pain at the site of the fixation.
Dr. ARNOLD W. W. LEA stated that for this discussion he had examined the records of 500 consecutive cases of abdominal section, performed for various pathological conditions. Of these 75 were operations in which ventrifixation or ventrosuspension of the uterus had been performed. This operation has been almost entirely undertaken for backward displacements of the uterus, and, in a few cases, of extreme prolapse. The retroflexions were often complicated by adhesions about the appendages, and also of the uterus to the pelvic floor. Prolapse and cystic conditions of the ovaries were also frequently present with various lesions of the Fallopian tubes. These patients were usually suffering as a result of some infection after childbirth. In many of the cases, as Dr. Griffith mentions, there is a laceration of the cervix, some degree of prolapse of the uterus, a cystocele, also laceration or extreme laxity of the pelvic floor.
Dr. Lea considered it advisable to do all that was necessarv at the same time. This might occupy an hour, but with modern anaesthesia, and with the advances in technique, the patient was well able to bear these multiple procedures. All operations on the pelvic floor should be completed before an abdominal section was undertaken. This must be associated with careful inspection of the appendages and the adoption of suitable conservative measures. It should also include an examination of the vermiform appendix in every case. Dr. Lea was opposed to treating these cases with pessaries, as the pessaries rarely had -any curative effect, except in cases of simple retroflexion, usually following confinement. In some instances Dr. Lea had used the transverse suprasymphyseal incision in preference to the usual median incision of the abdomen. The technique of this operation was first accurately described by Pfannensteil, of Kiel, and has also been practised by others, including Dr. Arthur Wallace, of ILiverpool, who contributed a paper on the subject
